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THE RELATION OF PSEUDO-DIPHTHERIC ANGINA TO DIPHTHERIA, WITH SPECIAL 
REFERENCE TO SCARLATINAL PSEUDO-MEMBRANOUS ANGINA. 


By D. Booker, M. D., Baltimore, Md. 


(From the Pathological Laboratory of the Johns Hopkins University and Hospital.) 


In mild cases of scarlatina the throat affection does not differ 
from simple angina; in more serious cases a pseudo-membra- 
nous affection often occurs which presents a striking resem- 
blance to diphtheria, and offers the greatest difficulty to a 
differential diagnosis. Similar pseudo-membranous anginas 
occur secondary to measles and other infectious diseases, but 
more seldom than in scarlatina. 

An epidemic of scarlatina prevailed in Baltimore the past 
winter, characterized by frequent complication of pseudo- 
membranous angina, which in some cases preceded the exan- 
them several days, and so closely resembled diphtheria as to 
render a diagnosis with the unaided eye difficult, if not impos- 
sible. In many cases even where the exanthem was present, 
the throat affection had such marked characteristics of diph- 
theria that physicians were often puzzled for an opinion, and 
had reference in the treatment chiefly to the latter disease. 

The importance of a clear distinction between affections so 
serious in character, and which, resembling each other clini- 
cally, yet differ in nature and the treatment required, led me 
to take advantage of the abundant material furnished by this 
epidemic to make a comparative study of the bacteria found in 


scarlatinal angina with the bacteria known to be present in 
true diphtheria. 

The stimulus afforded by the discovery of the specific excit- 
ing cause of diphtheria has attracted to this subject the labor 
of different investigators, whose work has yielded remarkably 
uniform results in the separation of diphtheric from scarla- 
tinal and other pseudo-diphtheric anginas. 

This work is so recent and of such great value, it may be of 
interest to give a brief summary of some of the more important 
points, especially as the value of my own observation consists 
chiefly in the confirmatory evidence it affords. 

The distinction between diphtheric and scarlatinal angina 
is based upon: Ist. Clinical features ; 2d. Anatomiéal changes ; 


3d. Etiology. 
CLINICAL FEATURES. 


In some cases the throat affection is not separable, but 
typical cases show considerable difference. 

Scarlatinal angina.—The membrane has a yellow color and 
cannot be stripped off in connected shreds. There is tendency 
vo ulceration and suppuration ; adenitis is of more pronounced 
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inflammatory character, redness and swelling prominent, and 
purulent destruction of tissues frequent; increased sensitive- 
ness of throat and greater pain in swallowing. ‘The disease 
penetrates more into the depth, and extends by continuity 
frequently to the ear, seldom to the larynx, and still more sel- 
dom to trachea and large bronchi; capillary bronchitis and 
pneumonia somewhat more frequent than affection of the 
large bronchi. 

Fever is active, and the relative proportion between the 
fever, general condition and local process is of diagnostic 
value. 

If the fever is active and the symptoms in general of an 
inflammatory character, while there are only small scattered 
deposits in the throat, especially when the disease has existed 
for some days, it is probably scarlatinal angina. 

Diphtheric angina.—In fresh cases the membrane is white, 
has thick, tough consistence, and can be stripped off in large 
Suppuration is exceptional; pain and swelling less 
The disease extends 


shreds. 
prominent; no tendency to ulceration. 
chiefly on the surface, and by continuity, preferably to the 
air-passages. Fever is less active and confined more to the 
first stage when the disease is extending on the surface. It 
subsides much earlier, and if the temperature falls a few 
days after the beginning of sickness it points to diphtheria. 


ANATOMICAL CHANGES. 


Scarlatinal angina can resemble true diphtheria anatomi- 
vally, especially in infants, but on the whole the anatomical 
appearances are more differentiating than the clinical. 

Scarlatinal angina.—We are chietly indebted to Soerensen 
for information on this subject. His experience has been 
extensive and embraces a careful study of the pathological 
changes in many autopsies. 

When death occurs early in the disease, the exudation on 
the surface of the inflamed tonsil appears to be more inlaid in 
the tissues than set on the surface, and the tonsil is melted 
down into a half purulent mass. Microscopical examination 
shows the superficial parts to be necrotic and micrococci 
single, in pairs, or chains in the dead tissue. These micro- 
cocci are also found in neighboring inflammatory districts, 
even where microscopic changes are inconsiderable, or where 
only circumscribed whitish coating covers the surface. In 
such places the necrosis is only recognized microscopically. 
In the more marked diseased foci micrococci are found in the 
depth, and laterally where epithelium is present or substi- 
tuted by thin pseudo-membrane. 

When death occurs late in the disease, ulceration is found 
microscopically more prominent, and in places where it was 
not recognized clinically, and more extensive in depth and 
superficially than was supposed. 

In apparently mild cases of angina there is superficial 
necrosis of the mucous membrane, and micrococci are found 
far over the surface of the slightly changed parts. 

Microscopic examination of the pseudo-membrane shows an 
infiltrated or necrotic mucous membrane; an infiltration of 
leucocytes and changed epithelium, sometimes a half purulent 
mass on the surface of the deep ulcer. 

In the throat there is tendency to penetrate into the depth, 
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and in protracted cases there is great loss of tissue through 
ulceration. In fatal cases the process is not limited to the 
throat but extends outside of the neck and to remote organs. 
First the tributary lymphatic glands suffer; they appear red, 
often have gelatinous consistence with purulent destruction of 
The diseased foci show, under the microscope, nec- 
Micrococci are also found 


tissues. 
rotic tissue filled with micrococci. 
in the surrounding infiltrated tissue. 

In severe throat affection where the tonsils are more or less 
completely destroyed, the extension of the diseased process to 
tissues outside of the neck is direct, and strings of whitish, 
often necrotic tissue extend from the ulcer on the side of the 
throat to the cavity of the ulcer on the side of the neck. The 
diseased process may extend widely over surrounding tissue, 
even over the clavicle to the anterior side of chest. ‘The pro- 
cess resembles not only an ordinary diffuse phlegmon, but the 
superficial infiltration resembles erysipelas, especially in the 
microscopic examination, which shows an invasion of micro- 
cocci as vanguard to the infiltration. 

The remote organs of the body may show extensive diseased 
changes, as large white infarction in the spleen and suppura- 
tive peritonitis; also diffused, less extensive, necrosis with 
degenerative changes in the cells in the large abdominal 
glands, and suppurative processes with rich infiltration of 
leucocytes, which in the kidney may form abscesses. 

Though participation of the air-passages is, in general, 
infrequent, still in severe cases the larynx and lungs are fre- 
quently found affected. The pneumonia affords no peculiarity, 
but the laryngeal affection is characteristic. There is only 
moderate swelling, except in cases of glottis edema from deep 
ulceration. Microscopical examination shows chiefly necrosis 
and ulceration of the affected parts. 

Not only are the characteristic necrotic and suppurative 
processes of the primary lesion found in remote organs, but 
also the same cocci, and in the diffuse changes in the organs 
thrombi of cocci in the small vessels are frequently found. 

The invasion of micrococci in remote organs occurs, as a 
rule, perhaps, always. This invasion is more certain and 
extensive when death occurs at a late period in the sickness, 
and especially when the disease resembles a general septic 
infection. ‘The cocci are more numerous, the more prominent 
the local lesion in the organs. Certain organs show more 
favorable conditions for the activity of the cocci than others. 
The spleen examined in seven cases showed thrombi of cocci in 
five. The liver in ten cases had thrombi in five. Kidney in 
twenty-nine cases had thrombi in eleven. Thrombi of cocci 
in the capillaries of the skin in one case, and in one case cocci 
were found in a heart-clot. 

Diphtheric angina.——Gangiene of the superficial mucous 
membrane and deep ulceration seldom occur. The cervical 
lymphatic glands have more solid consistence, hemorrhagic 
color, and show whitish foci corresponding to the degenerated 
follicles. Purulent melting of tissues is exceptional, ordina- 
rily present only in protracted cases. In fatal cases the 
air-passages, as a rule, are implicated. 

The false membrane has far greater extension, and more 
nearly the normal or an increased consistence. It is more 
adherent and removed with greater difficulty when found in a 
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structure covered with flat epithelium, as on the fauces, than 
in one covered by cylindrical epithelium, and supplied with a 
basement membrane, as in the larynx, though its essential 
structure is the same in both places. 

‘The essential change in the structures in which the false 
membrane develops is characterized by a death of the super- 
ficial parts, the epithelium, surrounded by living cells. In 
consequence of this the affected tissue undergoes the form of 
necrosis known as coagulation necrosis, and this is effected 
through the coagulation of the dead epithelial cells which 
furnish the fibrin ferment, the transuded serum and tissue 
juices containing the fibrinogen. The necrotic epithelial cells 
lose their nuclei, assume a hyaline and refractive appearance, 
and undergo various changes in size and form, building, as it 
were, a fibrinous frame or network. Inflammatory products, 
leucocytes, red blood-corpuscles, serum and fibrin participate 
in the formation of the false membrane, and the underlying 
basement membrane undergoes similar changes. It becomes 
hyaline, converted into a dense network of glistening refrac- 
tion containing leucocytes, red blood-corpuscles and fibrin, but 
there is one important distinction consisting of the fact that 
the deeper structures contain blood-vessels whose walls are 
hyaline and necrotic, but which, nevertheless, still contain 
circulating blood. 

The separation of the membrane leaves behind it a raw, 
bleeding surface, and in cases where the separation is accom- 
panied by suppurative or gangrenous processes, ulceration of 
the underlying structures results. 

Relation of the bacilli to the false membrane. The bacilli 
are found in and underneath the superficial layer of false 
membrane. ‘The most superficial layer is made up largely of 
a great number and variety of organisms, mostly saprophytic. 
The layer of the membrane in which the diphtherie bacilli 
are found is rich in cells. As the pseudo-membrane passes 
inwards towards the basement membrane fewer cells are 
found, and here, too, the bacilli are much fewer. Then fol- 
lows a wide fibrinous layer, the thickest part of the false 
membrane, and this lies directly wpon the basement mem- 
brane of the mucosa. Few or no bacilli are found here. The 
cellular outer zone is the oldest part of the pseudo-membrane, 
it is the first reaction product to the original irritation, result- 
ing from the action of the diphtheric virus. In the growth of 
the false membrane the force exerted from below raises the 
membrane more and more, and causes it to overlap the adjacent 
preserved epithelium in a mushroom-like manner of growth. 

The bacilli do not invade the blood and tissues of the body, 
but the toxic preducts of the diphtheric bacilli are absorbed 
and definite lesions result in various tissues of the body. 
Oertel* described these lesions at length. They consist of 
death of cells, which suffer fragmentation of nuclei, complete 
disintegration, and then a fibrinous metamorphosis takes place. 
This form of cell-death is met in its greatest intensity in the 
lymphatic glands adjacent to the affected part, but it is found 
in distant glands, the spleen and other structures. These 
affected organs contain neither the diphtheric bacilli nor other 
organisms, and the change is not of a suppurative character. 

These lesions have been reproduced in lower animals 
guinea-pig, kitten, rabbit) by Welch* and Flexner, both by 
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the use of diphtheric bacilli for inoculation and by the toxic 
products of the bacilli. The inoculation of the bacilli pro- 
duced a pseudo-membrane in the throat, skin and elsewhere 
in these animals. 

The injection of the toxic products of the diphtheric bacilli, 
while causing the general and specific lesions of the disease, 
do not give rise to the false membrane. 

ETIOLOGY. 

The decisive and practical distinction between diphtheric 
and pseudo-diphtheric angina is based upon the established 
belief that diphtheria is caused by a specific organism, the 
bacillus known as the Klebs-Loeffler bacillus or bacillus 
diphtheris, and when this bacillus is found associated with 
diphtheritic processes, it is safe to consider the disease diph- 
theria; on the contrary, when this bacillus is not found in 
such processes it may be considered that the disease is not 
diphtheria. 

It is necessary, then, in order to diiferentiate pseudo-mem- 
branous angina occurring in other diseases from diphtheria, 
to determine whether or not the bacillus diphtheriz is present. 
But this may not be altogether simple, and complicating con- 
ditions may arise which, as yet, are not understood, and which 
may serve to modify our convictions of the relation between 
the diphtheric bacilli and the local lesions. 

It is necessary to consider that there is a great variation at 
times in the virulence of the diphtheric organism, and that a 
bacillus occurs, although infrequently, whose morphology is 
identical with that of the true diphtheric bacillus, and whose 
only difference is that it is free from pathogenic properties. 
This so-called pseudo-diphtheric bacillus is then to be identi- 
fied only by the inoculation of susceptible animals, and in a 
given case it cannot be maintained that the organism is viru- 
lent unless this last test has been made. It is well to state, 
however, that whereas in most cases of true diphtheria the 
virulent organisms are present in large numbers, when the 
pseudo-diphtheric bacilli have been found they were not so 
numerous. 

The entire absence of the virulent and non-virulent diph- 
theric bacilli in a diphtheritic process forms the certain 
criterion that the process is not diphtheric in character. 

That such processes do occur, in which neither the diph- 
theric nor the pseudo-diphtheric bacilli are found, we have 
valuable testimony from a number of competent observers. 

Wurtz‘ and Burges examined eleven cases of pseudo-mem- 
branous angina following scarlatina, most of which presented 
the picture of true diphtheria. In nine of the cases in which 
the angina appeared early, diphtheric bacilli were not found, 
in the other two cases the angina occurred later than the 
exanthem, in one case in seven, the other in sixteen days, and 
the Klebs-Loeffler bacilli were found. 

In all the cases streptococci were found, which showed 
resemblance but not identity to streptococcus erysipelatus. 
Staphylococcus aureus was found in five cases, and albus 
in one. 

In five cases of scarlatinal pseudo-membranous angina 
examined by Loeffler, diphtheric bacilli were not found in 
four cases. The fifth case died on the eighteenth day of 
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sickness, and diphtheric bacilli were found in an extensive 
croup in the larynx and trachea, 

Escherich® has reported four cases of pseudo-membranous 
affection of the throat occurring in scarlatina, one in measles, 
eight cases of follicular tonsillitis, and one of catarrhal 
pharyngitis. 

The virulent diphtheric bacilli were found in two of the 
scarlatinal cases, the non-virulent bacillus in one case, and a 
baeillus resembling the diphtheric bacillus, but not tested in 
lower animals, in one case. 

In the case of measles death occurred on the fourth day. 
Autopsy showed a thick, easily removed membrane over the 
larynx, trachea and bronchi and diphtheritic coating on the 
pharynx in places which were not visible during life. <A 
nearly pure culture of virulent diphtherie bacillus was culti- 
vated from the membrane in the larynx. 

In seven of the cases of the follicular tonsillitis, and the 
case of catarrhal pharyngitis, the diphtheric bacillus was not 
found. 

Tangl® reports seven cases of scarlatina with grayish-white 
pseudo-membrane on the tonsils or other parts of the throat, 
in none of which the Loeffler bacillus was found, but in all 
The 
cultures in these cases were made early in the sickness, some 


the cases there were many colonies of streptococi. 


on the first day. 

Baginsky’ never found the Leeffler bacillus in children 
brought to his hospital affected with scarlatinal angina. 
But it was not unfrequent to have children brought to the 
hospital with diphtheria in whom the Loeffler bacillus was 
found, suddenly break out with an eruption similar to that of 
scarlatina, and the pharyngeal affection change from the true 
pseudo-membranous character to a more smeary consistence, 
with dark gray or greenish color. As soon as this happened, 
renewed cultures no longer gave diphtheric bacilli, but only 
cocci. 

Babes," Kolisko,’ and Paltauf and Heubner’® did not find 
diphtheric bacilli in ordinary cases of pseudo-membranous 
angina occurring in scarlatina. 

Kurth" found a luxuriant growth of streptococci on the 
surface of the tonsils in all cases of scarlatina examined 
by him; other germs occurred only sparsely in various cases. 

In a majority of fatal cases the surface of the tonsils and 
mucous membrane bordering on the larynx showed extensive 
destruction of tissue, which afforded a wide entrance port for 
the germs into the body; and streptococci were found in the 
internal organs after death, resembling those on the tonsils 
during life. ‘They were especially numerous in the spleen and 
liver. 

To this evidence I am able to add the result of the exami- 
nation of twenty-three cases made in the above-mentioned 
epidemic of scarlatina. 

Eleven of the cases had scarlatina with pseudo-membranous 
angina, two of which were fatal. Four had scarlatina with 
redness of throat without pseudo-membrane. One had pseudo- 
membranous angina, similar to that of the scarlatinal cases, 
without exanthem. T'wo had measles followed by mem- 
branous laryngitis without visible deposit in the throat, one 
of which was fatal. One had measles followed by pseudo- 
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membranous affection of throat and eyelids and proved fatal. 
Three had ordinary follicular tonsillitis without resemblance 
to scarlatina or diphtheria. 

At the time of this epidemic the Laboratory was without 
blood serum, and glycerine agar had to be relied upon for 
nutritive medium. While glycerine agar does not give such 
positive and convincing evidence as blood serum as a culture 
medium for the diphtheric bacillus, it has been extensively 
used in the Laboratory for this purpose with satisfactory 
results, and was found trustworthy by Prof. Welch and Dr. 
Abbott in investigating the etiology of diphtheria. As two 
or more inoculations were made from the throat in nearly all 
of my cases, together with microscopical examination of 
membranous particles from the throat, it is not probable that 
diphtheric bacilli would have escaped observation if present. 
Cultures were made by removing pieces of pseudo-membrane 
or deposit from the throat by means of a sterilized platinum 
scoop, or, when no patches were present, by scraping the 
inflamed surface of the throat, and inoculating on slanting 
glycerine agar. Three or more tubes of glycerine agar were 
used in each case. The platinum scoop containing the deposit 
from the throat was smeared over the slanting surface of the 
first tube, and then, without again sterilizing, smeared over 
the second and succeeding tubes. 

Cultures were kept in the thermostat at 38° C. 
preparations were made from the throat in most cases. 

In this study I had the counsel of Prof. Welch and the 
assistance of Dr. Flexner, Fellow in Pathology in the Johns 
Hopkins University, who has been engaged in connection with 
Prof. Welch for the past twelve months in studying the 
properties of the bacillus diphtheriz, and to whom I am 
indebted for cultures from three of the cases. 


Cover-slip 


Description of the individual cases : 


SCARLATINA. 


CasE I.—Two years old, fat and well-grown. Taken sick February 
7, 1892, with vomiting and fever. Thin white deposit formed on 
fauces and soft palate, which was easily removed ; thick grayish 
deposit on pharynx, removed with difficulty, and left a bleeding 
surface; profuse purulent discharge from throat and nares; 
lymphatic glands of neck enormously swollen and soft; body 
covered with scarlet rash. Symptoms continued to grow worse ; 
cervical gland on left side ruptured through the cheek near anterior 
arch of fauces, and discharged a quantity of thick pus. Conjunctiva 
became red and eyelids covered with whitish deposit. Death 
February 17th. Autopsy not granted. 

Cultures, February 11th, from patches on the fauces and pharynx. 
First tube thick with colonies. Second tube, colonies numerous but 
well isolated. 

Small blue colonies of a streptococcus predominated. Few colo- 
nies of the staphylococcus aureus and albus. No colonies of 
Loeffler’s bacillus. 

The streptococcus was cultivated from the original tube 
twelve days later, but its vitality was diminished in subsequent 
generations. At first cultures succeeded after seven days, and 
finally failed to grow after five days. Vitality much more per- 
sistent in milk cultures; when it was reduced to five days in 
glycerine agar the cocci were found alivein milk after twenty-eight 
days. 

Morphology.—Small cocci, nearly uniform in size, and growing in 
chains. 
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Milk-litmus reaction.—Milk apparently not affected; blue litmus 
faded slightly and then changed to pink tint, never decided pink. 

Gelatine and agar growth is slow. Colonies remain small and 
are seen with difficulty with the unaided eye. 

Cover-slip preparations from the membrane on pharynx were 
nearly pure of streptococci, with few staphylococci and rounded end 
bacilli. No forms like Loeffler’s bacillus. 

Two platinum loops from a twenty-four hours’ agar culture, third 
remove from the original, introduced under the skin of a mouse, 
had no effect. 


Case II.—Eight years old. Taken with fever and vomiting 
February 9th. Thick grayish membrane formed on the pharynx 
and tonsils; scarlet eruption over the body; cervical lymphatic 
glands moderately enlarged. Death February 16th. Autopsy not 
granted. 

Cultures made February 15th, from patches on the pharynx and 
tonsils. Small blue colonies largely predominated ; many colonies 
of staphylococcus aureus. No colonies of Loeffler’s bacillus. The 
small blue colonies represented a streptococcus and an oval bacillus, 
which sometimes grew in chains and in some stages of growth 
resembled micrococci. The streptococcus had feeble vitality, and 
could not be cultivated after a few days. It was so intimately 
associated with the oval bacillus that it was never separated in a 
satisfactory manner for studying its properties. It is a small 
coccus growing in chains. 

Cover-slip preparations from the throat showed no forms like 
Loeftler’s bacillus. 


Case III.—Two years old, fat and well-grown. Sickness com- 
menced February 12, 1892, with fever and vomiting. February 13th: 
Throat red, grayish-yellow patch on each tonsil ; lymphatic glands 
of neck enlarged. February 15th: Scariet eruption appeared for 
the first time on the body. 

Cultures made February 16th, from the membrane on tonsils. 
Chiefly small blue colonies of a streptococcus, few yeast fungi and 
staphylococcus aureus. No colonies of Loeffler’s bacillus. 

Cover-slip preparations from the patch on tonsil showed strepto- 
cocci, other cocci and few narrow, rounded end bacilli. No forms 
like Loefiler’s bacillus. 

Streptococeus,—Vitality more persistent than the cocci in the two 
previous cases. 

Morphology.—Moderately large cocci, in chains; individual mem- 
bers vary very much in size. 

Milk-litmus reaction.—Milk apparently not changed ; blue litmus 
slightly faded in twenty-four hours, changed to pink tint in two 
days, and decided pink in four days. 


Case IV.—Seven years old; sick eight days. Grayish-yellow 
patch on the pharynx; thick purulent discharge from nose and 
throat. Scarlet rash which had covered the body disappeared, 
and desquamation commenced around the neck. 

Cultures from patch on pharynx, chiefly streptococcus. 
orange sarcina and staphylococcus albus. 

Streptococcus appeared identical in biological properties with 
that of Case IIT. 


Few 


Case V.—Sixteen years old ; sick three days ; vomiting and diar- 
rhea; scarlet rash ; throat red, grayish-white patch on tonsils; 
cervical lymphatic glands enlarged. 

Cultures from the patch on tonsil and red spot on fauces. Appa- 
rently pure culture of a streptococcus identical with that of Case III. 


Case VI.—Four years old; sick fourteen days; thick grayish 
deposit on tonsils and pharynx, not easily removed ; lymphatic 
glands of neck slightly enlarged. Eruption on the body faded. 


Cover-slip preparations from throat showed no forms like Loef- 
fler’s bacillus. 


Small blue colonies of a strepto- 


Cultures from patch on tonsil. 
No 


coccus predominated. Few colonies of staphylococcus alhus. 
colonies of Loeffler’s bacillus. 

Streptococcus had feeble vitality, and was lost in gelatine and agar 
after a few days, but continued active in milk twenty-eight days. 

Milk-Limus reaction.—Milk coagulated in forty-eight hours; blue 
litmus completely reduced, leaving a solid white coagulum, which 
was changed in a few days to decided pink, the pink commencing 
at the top and gradually extending over the clot. 

Gelatine and agar growth resembled that from Case I. 

Morphology.—Small coccus growing in chains. In old cultures 
the coccus divided longitudinally and transversely like tetragenous. 


Case VII.—Six years old; sick two days; vomiting and sore 
throat; throat red, thick white patch on inner surface of each 
tonsil, easily removed ; lymphatic glands of neck enlarged. Body 
covered with profuse scarlet rash. 

Cultures from patch on tonsil. Small blue colonies of strepto- 
cocecus predominated. Few colonies of staphylococcus albus. No 
colonies of Loeffler’s bacillus. Streptococcus resembled that from 
Case VI. 

Two platinum loops from the original glycerine agar culture, 
forty-eight hours old, introduced under the skin of a mouse, had no 
apparent effect. 


Case VIII.—Seven years old: sick two days; fever, vomiting and 
sore throat; throat red, grayish patch on inner surface of each 
tonsil; lymphatic glands of neck enlarged. Body covered with 
scarlet rash. 

Culture from patch on tonsil. 
colonies of a streptococcus identical with that of Case VI. 
colonies of Loefiler’s bacillus. 


Apparently pure of small blue 
No 


Case IX.—Sixteen years old ; sick eight days; throat red, grayish 
deposit on pharynx; exanthem faded. 

Cuitures from deposit on pharynx. Small blue colonies of a 
streptococcus predominated. Few colonies of staphylococcus aureus. 
No colonies of Loeffler’s bacillus. 

Cover-slip preparations from the pharynx showed no forms like 
Leeffler’s bacillus. 


Cast X.—Six years old; sick two days; throat red, tonsils cov- 
ered with thin white membrane. Scarlet rash over body. 

Cultures from surface of tonsils. Streptococcus predominated. 
Few colonies of staphylococcus aureus. No colonies of Loeffler’s 
bacillus. Streptococcus resembling that of Case VII. 


Case XI.—Seventeen years old ; sick two days; throat red, whit- 
ish deposit on tonsils and soft palate, pultaceous and easily 
removed ; lymphatic glands of neck enlarged. Body covered with 
scarlet rash. 

Cultures from deposit on tonsil. Streptococcus predominated, it 
had feeble vitality and cultures died before the properties were 
studied. No colonies of Loeffler’s bacillus. Few colonies of 
staphylococcus. A piece of the deposit from throat, size of wheat- 
grain, was introduced under the skin of a mouse without effect. 


Cases XII., XIII., XIV., XV.—Children sick with scarlatina 
two days. Scarlet rash on body. Throat red, without false mem- 
brane or deposit at any time. Cover-slip preparations from the 
throat had no forms like Loeffler’s bacillus. 

Cultures from scraped surface of throat. Streptococcus predomi- 
nated in each, and each contained colonies of staphylococcus aureus. 
No colonies of Loefller’s bacillus. Streptococcus from Case XV. 
resembled that of Case VI. Streptococcus from the other cases 
resembled that of Case IIT. 


Cast X VI.—Thirty years old ; throat red and very painful; ton- 
sils swollen, thick grayish deposit on tonsils and pharynx, similar 
to that of scarlatinal cases. No eruption on the body. Confined to 
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the bed seven days. Three children in the same house affected 
with scarlatina. 

Cultures made on fourth day of sickness from patch on pharynx. 
Nearly pure culture of a streptococcus of very feeble vitality, which 
was lost altogether after a few days, and before its properties were 
studied. No colonies of Loeftler’s bacillus. Few colonies of 
staphylococcus aureus. 

MEASLEs, 

Case XVII.—In the practice of Dr. S. W. Seldner, who furnished. 
the following history: Three years old; sick March 6th with coryza 
and bronchitis. 9th: Characteristic eruption of measles appeared ; 
conjunctiva red. 12th: Pseudo-membrane on tonsils and pharynx ; 
profuse nasal discharge. l4th: Redness of conjunctiva consider- 
ably increased. 15th: Distinct membrane on the eyelids. 

Cultures made by Dr. Flexner, March 16th, from the throat and 
patch on eyelids. No colonies of Loeffler’s bacillus from either. 

Chiefly small blue colonies of streptococcus which resembled 
those in Case I. in morphology and colony growth, and Case VI. in 
milk-litmus reaction. Many colonies of staphylococcus aureus. 

Cover-slip preparations from the eyelids and throat showed no 
forms like Loetller’s bacillus. This child died. Autopsy not 
granted. 


Casz X VIII.—Four years old ; sick one week previous to March 
29th, when first seen by Dr. R. W. Johnson. Coryza, cough, con- 
junctiva red; eruption of measles beginning to fade. Another 
child in the same bed had characteristic eruption of measles. 
Laryngeal affection with marked croupous breathing appeared 
March 30th. No patches visible in the throat. 

Death April 2d. Autopsy only allowed on the throat. The whole 
larynx was covered by a tough, very loosely adherent memorane. 

Separate cultures were made from the membrane by Dr. Flexner 
and myself. No colonies of Loefiler’s bacillus developed from any 
of the cultures. Only streptococci and a few staphylococci. 

Cover-slip preparations from the membrane showed no forms 
like Loeffler’s bac llus. 

Dr. Flexner made careful examination of sections of the larynx 
and attached membrane and a neighboring lymphatic gland. 
Loeffler’s bacillus was not found in the membrane, and the tissue 
changes in the lymphatic gland were not those of diphtheria. 


Case XIX.—Three years old; sick fourdays; body covered with 
characteristic eruption of measles ; conjunctiva red ; coryza; cough ; 
throat red, but no deposit. Decided croupous breathing, with con- 
siderable recession of suft parts of chest. Laryngeal stenosis con- 
tinued seven or eight days. Recovery. 

Cultures made from the throat on fourth day of sickness. Chiefly 
colonies of streptococci. Few of staphylococcus aureus. No colo- 
nies of Loeffler’s bacillus. 


TONSILLITIS. 


Casas XXII.—Children sick two days, little or no 
constitutional disturbance ; throat red, small white patches on sur- 
face of tonsils; tonsils slightly swollen. 
Recovery in a few days. 

Cultures from patches on tonsils gave numerous colonies of 
streptucucci resembling those from the scarlatinal cases. Strepto- 
eoccus from Case XX. resembled that of Case IV. Streptococci 
from Cases XXI1., XXIL. resembled that of Case VI. No Loeffler’s 
bacillus in either of these cases. 


No rash over the body. 


Pseupo-MEMBRANOUS ANGINA RESEMBLING DIPHTHERIA AND NOT 
ASSOCIATED WITH OTHER INFECTIOUS DISEASE. 


Case XXIII.—Twenty-eight years old ; strong, well-developed 
man. Came to the Johns Hopkins Hospital Dispensary April 17th. 
Had been sick one week with sure threat and pain in the body and 
extremities. Hada chill fullowed by perspiration and fever the 
day before, and slight diarrhea and vomiting for two days. 


Appearance of serious illness; tongue dry and covered with thick, 
whitish-yellow coating; pharynx and tonsils strongly injected 
and covered with a grayish-white deposit which was not easily 
removed. Throat very sore and deglutition painful; glands at 
angles of the jaw enlarged and tender. Chest examination nega- 
tive; spleen and liver not enlarged. T. 100.8°, P. 100. 

April 19th, seen at his home ; general appearance and condition 
much improved, but there was little or no change in the appear- 
ance of the throat. 

A week later he returned to the Dispensary entirely relieved. 

I saw this case with the attending physicians during his first 
visit to the Dispensary, and we concurred in the opinion that it 
was a case of true diphtheria. 

Cultures made from the deposit on the tonsils, April 17th, gave 
almost a pure culture of streptococci, with few staphylococci. No 
colonies of Loeffler’s bacilli. preparations from the 
deposit showed chiefly cocci, and no furms like Loeffler’s bacillus. 


Cover-slip 


These cases were taken from private practice, and occurred 
in an epidemic of scarlatina in which more than half the 
cases of this disease seen by me had pseudo-membranous affec- 
tion of the throat. Many of the cases were such as have pre- 
viously been considered diphtheria complicating scarlatina, or, 
as in Cases IIT. and XVL., primary diphtheria. 

At the time of this epidemic of scarlatina, an epidemic of 
influenza was at its height in the city. A physician attending 
a large number of scarlatinal patients, and another man over 
sixty years old, living in the house with a child affected with 
scarlatina, were taken with influenza, and had throat affection 
similar to that of the scarlatinal cases. 

At the same time diphtheria was not prevalent, and the city 
was unusually free from this disease. Only one case of diph- 
theria in private practice and two at the dispensary were seen 
by me the entire winter. 

The I.oeffler bacillus was not found in any of the cases of 
pseudo-diphtheric angina, even in those in which the throat 
affection came later than the exanthem, and continued a longer 
time, where according to the experience of others it might 
have been expected. ‘The absence of diphtheric complication 
from such a large number of cases of angina may be explained 
by the comparative freedom of the city from diphtheria at 
the time. 

Streptococci were found in all of the cases in predominating 
numbers, and in several cases as a nearly pure culture. 

Staphylococcus aureus occurred in eleven cases of scarlatina 
and the three cases of measles, and staphylococcus albus in 
four cases of scarlatina. 

The staphylococci appeared in mild as well as serious cases. 
In Case L., with extensive swelling and suppuration, both 
albus and aureus were found, but neither in large numbers. 

A difference was observed in the streptococci, apparently 
representing two leading types, but whether sufficient to con- 
stitute varieties is uncertain. The present methods for differ- 
eutiating streptococci are unsatisfactory, and the properties of 
streptococci are not easily studied, owing to feeble vitality, 
slowness of growth, small size to which the colonies attain, 
and the facility with which their properties are changed with 
slight alteration in environment. 

One type had larger morphology and considerable variation 
in size of the individual cocci forming the chains. This type 
when introduced into milk-litmus quickly reduced litmus and 
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coagulated milk, then restored the litmus, but with decided 
pink color instead of blue. 

The second type had smaller and more uniform morphology, 
and when introduced into milk-litmus caused blue litmus to 
fade but never completely reduced, and then changed to a 
slight pink tint. Milk was apparently unaffected and never 
coagulated. 

The experiments with milk-litmus were repeated a number 
of times with unvarying results. 

A difference was also observed in the colony growth upon 
gelatine and agar, but this has not been sufficiently studied 
and repeated to be certain of constancy, and does not warrant 
a more definite description than that a difference was recog- 
nized. 

The streptococci from some of the cases do not fall under 
either of the two leading types. The streptococci from Cases 
VI. and XVII. correspond in morphology, colony growth, and 
feeble vitality, more with the second type, in milk-litmus reac- 
tion with the first. 

The two types do not represent a difference in severity of the 
cases from which they were cultivated. Both types were 
found in severe and mild cases. As a rule, those with small 
and uniform morphology, feeble vitality, and no apparent 
action on milk were found in the more serious cases. 

The streptococci from all of the cases retained their vitality 
much longer in milk than in agar, gelatine and bouillon. No 
difference was established between the streptococci found 
in cases of measles and follicular tonsillitis from those of 
scarlatina. 

Kurth '' recognized a difference in the streptococci found 
in throat affections of scarlatina, different forms of strepto- 
cocci occurring not only in different cases of scarlatina, but 
sometimes in the same case. For differentiating the cocci he 
relied chiefly upon the growth in bouillon, especially the 
nature of the sediment and form of the chains; also the 
minimum temperature required for growth; virulence for 
white mice, and life-duration in bouillon cultures. 

Two groups were thus distinguished and designated strep- 
tococcus rigidi and streptococcus flexuosi. Streptococcus 
rigidi, in bouillon cultures, forms short, straight chains; the 
precipitate is loose and does not hang together; in some of 
this group there is slight clouding of bouillon, in others more 
decided clouding. Representatives of this group are found in 
the healthy mouth, pus, ete. 

Streptococcus flexuosi in bouillon forms long, coiled chains. 
In one variety, designated streptococcus conglomeratus, the 
sediment is membranous or scaly and firmly adherent. Kurth 
attaches much importance to this variety. It is strongly 
pathogenic for mice, and all the cases of scarlatina in which 
it was found ran a serious course. 

Unfortunately, I did not see an account of this work by 
Kurth until my cultures were destroyed and the opportunity 
lost for making full comparison with his results. But Dr. D. 
A. Campbell, who was engaged in the laboratory at the same 
time my work was going on, in studying the growth of strep- 
tococci, from different sources, in bouillon, and to whom I 
gave cultures from a number of my cases, has furnished me 
the following notes from these cultures: 


“In bouillon, slight cloudiness was usually manifested in 
twency-four hours, but did not become decided until the lapse 
of seventy-two hours. Then a sediment would be noticeable 
at the bottom or lower part of sides of the tube; the super- 
natant fluid was quite clear. After agitation, the fluid became 
uniformly turbid, and presented a granular appearance, the 
granules having a grayish-white appearance. Microscopical 
examination usually showed three noticeable characteristics. 
With some cultures only short chains were seen, there being 
not more than ten or twelve cocci in the chain; these appeared 
to be the largest individual cocci. In other cases the chains 
were quite long and curved in different ways, some being 
looped. In these cultures, in addition to long chains, clumps 
of streptococci densely matted together and having individual 
chains of varying length projecting from the margin were 
noticed.” 

The cultures in which long, curved chains were found came 
from the more serious cases, and in this respect correspond 
with Kurth’s results, but the character of the sediment does 
not answer to his description of the streptococcus which he 
found in the more serious cases of scarlatina. 

The three cases of measles are of especial interest. It has 
previously been considered that pseudo-membranous affections 
of the larynx, secondary to measles, were, as in Escherich’s 
vase, undoubtedly true diphtheria. In Case XVIII. we have 
etiological and anatomical evidence of a tough pseudo-mem- 
brane in the larynx which is not of diphtheric origin or nature. 
Case XIX. resembled Case XVIII. clinically, and it is prob- 
able a similar condition existed in the larynx. Here, also, 
the etiological evidence, while not so convincing, indicates ¢ 
non-diphtheric origin. In Case XVII. of measles, the pseudo- 
membranous affection of the throat and eyes resembled Case I. 
of scarlatina, and the streptococci cultivated from these two 
vases resembled in morphology and feeble vitality. 

A consideration of these cases in connection with the above 
cited work of other investigators leads to the following con- 
clusions: 

Pseudo-membranous affections of the throat occur secondary 
to scarlatina, measles, and, perhaps, other infectious diseases, 
which often give the clinical features of diphtheria but which 
differ from this disease in nature and etiology. 

The clinical features are not sufficiently distinctive in all 
vases to differentiate these affections from diphtheria. 

The anatomical changes in the body resulting from the 
effects of the bacillus diphtheria have been carefully studied 
by different investigators and appear to be characteristic. A 
like careful study has not been made of the anatomical 
changes resulting from pseudo-diphtheric processes, but so 
far as this study has been made, it may be safe to consider the 
anatomical changes as entirely distinct from those of diph- 
theria. 

The anatomical changes, save the pseudo-membrane, result- 
ing from the effects of the bacillus diphtheriw are not occa- 
sioned by the direct action of the bacilli, which do not invade 
the body, but by a toxic substance produced by the bacilli. 
These changes are characterized especially by focal necrosis of 
tissues, with peculiar splitting of the nuclei of cells. 

The anatomical changes resulting from scarlatinal diph- 
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theria are accompanied with an invasion of the body by strep- 

tococci, and are largely suppurative processes which appear to 

be the direct effect of these organisms. Necrosis of the tissues 

also occur in this disease, but a comparative study has not been 
made with the necrosis resulting from diphtheria. 

The etiological factor furnishes the certain criterion for the 
separation of diphtheric from pseudo-diphtheric processes, 
but even with this advantage, a differential diagnosis may be 
difficult in individual cases. 

Both measles and scarlatina render the tissues especially 
vulnerable to the diphtheric bacillus, and complications of 
diphtheria with these diseases are not uncommon. 

The constant occurrence of streptococci in pseudo-diphtheric 
processes, and in numbers proportionate to the degree of tissue 
changes, indicates a causal relation of the cocci to these pro- 
cesses. 

This view is strengthened by the observations of Soerensen, 
that the cocci form the advance guard of the anatomical 
changes; that in quite fresh cases of scarlatinal diphtheria 
they have also penetrated deep in the mucous membrane; 
that they are scattered in the surroundings of lymphatic gland 
abscesses ; that they form the advance guard of the infiltra- 
tion in extensive phlegmon, and in cases where infarction of 
the spleen and peritonitis occur together they are found in 
the coating of the spleen. 

The streptococci found in pseudo-diphtheric angina have 
not been identified as one species or differentiated from other 


known streptococci, but it appears probable that different 
varieties of streptococci may occur in different cases of pseudo- 
diphtheric angina, and there is also some ground for the 
belief that certain varieties of streptococci are associated with 
the more serious cases of pseudo-diphtheric angina. 

This view of the causal relation of streptococci to scar- 
latinal pseado-membranous angina has nothing to do with the 
specific etiology of scarlatina, of which we are at present 
entirely ignorant. 
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A CASE OF GASTROTOMY FOR PEACH-STONE IN THE (ESOPHAGUS. 


By J. M. T. Fruyney, M. D., Associate in Surgery, Johns Hopkins Hospital. 


The patient was a man, 49 years of age, a farmer by occu- 
pation. His family and personal history are good. He is of 
temperate habits, and beyond a severe pneumonia of the left 
lung, four years ago, has enjoyed excellent health. The 
patient says that for many years he has been subject at inter- 
vals to a slight difficulty in swallowing. There was no trouble 
with the act of deglutition itself, but the food would stop in 
the esophagus if swallowed in too large masses. He says that 
several of his brothers are troubled in the same way. Six 
years ago a piece of meat lodged in the cesophagus and stuck 
there for thirty hours, then passed down spontaneously. 
During that time he suffered with exactly the same symptoms. 
The piece of meat stopped at the same place where he thought 
he felt the obstruction present, indicating with his finger a 
point about the middle of the sternum. 

Four days prior to his admission, while walking in his 
orchard, he picked up a peach which was not very ripe, and 
while eating it he stumbled and fell; in the sudden effort to 
recover himself he swallowed the stone. He thinks a con- 
siderable portion of the peach was still attached. He im- 
mediately felt that the stone had become lodged in the ceso- 
phagus “about half-way down.” 

Prolonged and forcible attempts at removal were made by 
doctors in White Sulphur Springs, Va. immediately after 
swallowing the stone. They worked over him, passing 
bougies,.etc., until, as he expressed it, “he bled like a stuck 
pig.” All efforts were unavailing, and he was brought to 
Baltimore to the Johns Hopkins Hospital, where he arrived 
September 5, 1892. He said he had been unable to swallow 
anything whatever since the accident, except a half tea- 
spoonful of water at a time. Had a constant feeling, at times 
painful, of something in the gullet, and was tormented by a 
continual inclination to swallow. Expectorated at short 
intervals, apparently clear saliva, in considerable quantity. 

Examination upon entrance revealed the following: “ Fairly 
well nourished, rather spare man, medium large frame, nutri- 
tion normal, pupils normal, pulse full and strong. Patient 
quite weak from having taken no food for four days and 
from fatigue incident to an all-night journey. Heart, lungs 
and abdominal organs negative. If he attempts to swallow 
anything more than the smallest quantity of water, the fluid 
is at once regurgitated.” 

An ivory-tipped probang, 1 cm. in diameter, was passed into 
the esophagus, meeting with no resistance until 32 em. down 
from the incisor teeth. Here an obstruction was encountered 
and the probang could not be passed beyond this point. A 
distinct sensation of tapping something by the hard point of 
the instrument, similar to the sensation of stone in the bladder, 
was felt. It was impossible to dislodge the obstruction by 
the use of bougies. No force was used because the cesophagus 
had been greatly irritated by previous efforts of the other 
physicians. It was impossible without ether to pass anything 


beyond the obstruction. 
I told the patient that I thought it advisable, if the obstruc- 


tion could not be dislodged under ether, to open the stomach. 
He consented. Meantime he was given nutritive enemata, 
and next morning, September 6, he was placed under ether. 
I could then pass by the obstruction with the same probang 
(1 em. in diameter). The obstruction always seemed to be on 
the left side. When I turned the point of the probang to the 
right I felt nothing, but to the left and a little posterior | 
could feel the stone distinctly. The instrument was passed 
with some little difficulty and then withdrawn. It canght 
slightly, but did not dislodge the peach-stone in the least. 
Then a horse-hair probang was tried, which would not pass at 
all. Next was tried a flexible bougie, of small size, which 
passed the obstruction a short distance, and on being with- 
drawn was Caught by some sharp object and scratched con- 
siderably. Up to this time there had been some slight doubt 
as to whether or not the patient had actually swallowed a 
peach-stone. I was now assured that there was some hard 
object present, and the sharp, scratching point made me think 
its removal imperative. 

The field of operation having been previously prepared, I 
made an incision about 15 cm. long, parallel to the left costal 
border and 2 cm. below, exposed the stomach, lifted it out of 
the abdominal wound, and after having carefully surrounded 
it with sterile salt sponges, made an opening 5 to 6 cm. long, 
and introduced the longest pair of curved forceps at hand. 
Without difficulty 1 got into the esophagus and could touch 
the obstruction from below, but the same difficulty was 
encountered as from aboye—I could simply touch it, that was 
all. After trying various instruments, among others Bige- 
low’s lithotrite, without success, I enlarged the wound so as to 
introduce my whole hand into the stomach. With my hand 
in the stomach, I passed my finger through the cardiac orifice 
and could just touch the obstruction, but no more. Then 
through the stomach wound I| introduced the small probang, 
passed again the obstruction and brought it out of the 
patient’s mouth. At the suggestion of Dr. Parker, I tied a 
strong piece of silk to its tip, and to the silk a small piece of 
sponge, and to the sponge another piece of silk, by which | 
could withdraw it if necessary. ‘This | pulled down through 
the cesophagus, and by means of it dislodged the stone; then, 
with my finger, hooked it out into the stomach and removed it. 
It was a stone of rather small size, with a very sharp point. 
There was considerable hemorrhage. I used as little force as 
possible, but of course the mucous membrane was somewhat 
disturbed. I sewed up the wound, using the interrupted 
quilted suture for the wound in the stomach, and two rows of 
buried silk sutures in the abdominal wound, without drainage. 
The operation lasted over two hours. The patient had an 
uneventful convalescence for two weeks, the temperature and 
pulse varying but slightly from the normal. He did not 
vomit once after the operation. At first he was fed by 
rectum. On the third day he was allowed a little water and 
crushed ice by the mouth; on the fifth day a little milk, and, 
a day or two later, a diet of soft solids. In ten days he was 
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up, and on the twelfth day he was out of doors on the terrace, 
and while there had a slight chill. His temperature rose to 
102.5°, but his pulse did notrise correspondingly. From that 
time he had a varying elevation of temperature. An examina- 
tion of his blood showed no malarial organisms. A count of the 
corpuscles showed a moderate leucocytosis. He was examined 
very carefully from time to time, but no cause for the rise in 
temperature could at first be discovered. 

On October 8th, however, a slight dullness was detected 
over a small area at the base of the left chest posteriorly, 
with slight change in character of the breath sounds. This 
area increased slowly in extent until October 22, when it 
extended from the base upwards to the seventh rib, and 
laterally as far as the mid-axillary line. An aspirating needle 
was inserted and the presence of pus revealed, thus confirming 
our previous diagnosis of probable abscess in the mediastinum. 
Two days later the patient was again etherized, a portion of 
the eighth rib excised, and a large pus cavity evacuated, which 
appeared to have no communication with the pleural cavity, 
but seemed to be behind it. 

The pleura was much thickened and the adjacent portion 
of the lung somewhat consolidated. The diaphragm formed 
the floor of the abscess. It was bounded in front by the 
thickened pleura and lung, behind and on the left by the 
chest-wall. On the right it extended beyond the median line 
and around the bodies of the vertebra, thus apparently oecu- 
pying the mediastinal space. A tube was inserted for drain- 
age. 

The pus had very little odor, was thick and hemorrhagic, 
with small yellowish points suspended in it. ‘These were 
found to be composed of polynuclear leucocytes and shreds 
of tissue, with many compound granular cells and fatty 
detritus. No tubercle bacilli or other bacteria were present. 
Agar-agar and gelatine cultures were all sterile. 

After the evacuation of the pus his condition improved 
steadily, and on November 21, 1892, he left the Hospital well. 
I am indebted to Drs. Flexner and Bloodgood, of the Johns 
Hopkins Hospital, for the examination of the pus. 

‘The reasons which induced me to open the stomach at once 
were the very uncomfortable condition of the patient,—his 
inability to swallow, the fear of possible injury produced by 
the evident very sharp point of the stone, with the liability to 
subsequent inflammation, ulceration and perforation of import- 
ant adjacent structures, the failure of natural efforts to expel 
the stone, and our inability to dislodge it by instrumental aid. 
Its position excluded cesophagotomy. There was, therefore, 
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no other course of treatment to pursue but the expectant. In 
view of the probable result, I did not feel justified in waiting. 
The operation was undertaken at once while the patient was 
in comparatively good condition, rather than to wait until his 
strength was well-nigh exhausted. 

It is possible, indeed it seemed to me probable, that the 
peach-stone had become lodged in a diverticulum of the cso- 
phagus, and this may explain why it was felt only on the left 
side. A slight stricture may have existed at that point, but 
if so it was not detected. The fact related in his history of 
several previous attacks of a similar nature would seem to 
bear out this hypothesis. 

Loreta, Bergman, Schattauer, Von Hacker, Winslow and 
others have dilated cesophageal strictures by passing bougies 
and divulsors through pre-existing gastric fistulae, or small 
openings made into the stomach for that purpose, but Dr. 
Maurice H. Richardson, of Boston, was the first, I believe, to 
use gastrotomy for the removal of a foreign body lodged in 
the cesophagus. On August 5, 1886, he removed from the 
csophagus of a man a plate containing four false teeth, and 
about the size of a silver half-dollar, which had been impacted 
there for 104 months. He was unable to dislodge the teeth by 
means gf forceps through a small opening, so enlarged the 
opening sufficiently to admit his whole hand. With his 
fingers he then readily loosened the plate, and removed it 
without further difficulty. The patient made a prompt 
recovery. This case I was fortunate enough to see. 

Following closely upon this case, Dr. W. T. Bull, of New 
York, reported the removal, by gastrotomy, of a peach-stone 
lodged in the lower part of the esophagus. He introduced a 
probang from above, passed the obstruction and brought the 
end out through the stomach wound, tied the string and 
sponge to it and then withdrew, bringing up the peach-stone 
out of the patient’s mouth. ‘This case made a good recovery. 

Richardson has collected and tabulated all reported cases of 
gastrotomy for the removal of foreign bodies from the stomach, 
33 in all; of these, 26 recovered, 4 died, and the result in 3 
cases is unknown. Of the 3 cases of gastrotomy for removal 
of a foreign body from the lower part of the cesophagus, two 
of which, Richardson’s and the one just related, were compli- 
cated by peri-cesophageal abscess, all recovered. The operation 
may therefore be considered a fairly successful one. Under 
ordinary circumstances it should not be attended with any 
very great difficulty, but it may require the exercise of some 
patience and perseverance before the removal of the foreign 
body is accomplished. 
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PROCEEDINGS OF SOCIETIES. 


THE JOHNS HOPKINS HOSPITAL MEDICAL SOCIETY. 
Meeting of October 17th, 1892. 


Dr. Hurp inthe chair. Number of members present, 60. 


Chronie Cerebro-spinal Meningitis.—Dr. Oster. 

This child, aged 2} years, a very interesting and unusual case, was 
admitted to the Hospital a couple of months ago with the following 
history: Born at full term. Was healthy until March of this 
year, when it was stated she had an attack of scarlet fever. There 
is some doubt about the nature of this attack. She was, at any 
rate, delirious and had a high fever, and the doctor called it scarlet 
fever. She recovered, and in ten days was sitting up in bed. She 
was well then for two weeks, when she was suddenly attacked with 
high fever, had delirium, and stiffening of the extremities. Her 
mother said that the left side became attacked and then the right 
arm and leg, so that she could hardly use any of her limbs. In 
this condition she was admitted tothe Hospital. Shortly after the 
involvement of the limbs with paralysis it is stated that she had 
loss of vision and became deaf. Her appetite was good, though she 
lost in weight. Shortly before admission she had screaming spells. 
The arms and legs became drawn up in a condition of contracture, the 
left morethan the right; the legs were drawn up and flexed and could 
not be extended. She very frequently had spasms in which the back 
was curved. On examination the physical signs of the chest and 
abdomen were negative. The spleen was just palpable. The abdo- 
men was full and somewhat tympanitic. It is difficult to say with 
reference to the condition of the reflexes. There seems to be very 
little question that the child was blind when admitted to the 
Hospital ; early in September any article could be moved in front 
of her eyes without causing her to wink. Within the past six 
weeks she has improved very much indeed, particularly in the 
matter of general nutrition. She is now a bright, healthy looking 
child, has regained the power in the extremities, moves her hands 
well, and the contractures are gradually disappearing from the legs. 
She now moves both legs, but is still unable to extend them fully, 
and on attempted extension she shows signs that it is painful. 
Within the past month the spasms of the muscles of the back have 
disappeared completely. She has regained vision, and follows and 
grasps an object placed before her. I should have mentioned 
previously that she had during her second illness a discharge of 
pus from her ears. 

This case belongs probably to the category of chronic cerebro- 
spinal meningitis, a form which has been described in this country 
and also in Germany. Some of the cases have lasted for many 
months. The disease setting in with the ordinary symptoms of 
cerebro-spinal meningitis, there is generally optic neuritis, fre- 
quently deafness, and the patient remains some time febrile, with 
emaciation, contractures of muscles, and sometimes paralysis of 
one side. In very many instances a gradual improvement takes 
place, and cases which have been regarded as hopeless have com- 
pletely recovered. It seems that this child is on a fair way to 
recovery. She has improved so wonderfully within the past six 
or seven weeks under careful dieting and careful massage of the 
limbs, that I have every hope that she will recover completely the 
use of her limbs. She is apparently regaining vision, and the eye 
grounds, Dr. Randolph says, are normal. There is more doubt as 
to the recovery of her hearing. 

The anatomical condition in these cases has not been very accu- 
rately studied. One case which first called my attention to this 
form of cerebro-spinal fever was reported from the Huron district 
in Canada, in which the patient had been for several months in a 
condition similar to that of this child. After the physicians had 
given up all hopes of the case the man made a perfect recovery, 
except for the loss of hearing. 


Localized Pyo-pneumothorax.—Dr. Oster. 

This young man was admitted to the Hospital on the 7th of Oc- 
tober, complaining of a cough and attacks in which he brought up 
His personal and family history 
He was 


a large quantity of expectoration. 
are good. His present illness began about a year ago. 
doing heavy lifting and was exposed to a draught. The onset was 
not sudden ; he had pains in bones, coughed a little and had slight 
expectoration, 
At the end of a week he stopped work and went to bed. 

in bed for seven weeks and was said to have pneumonia, 
was fever, no chills, and he coughed only a little at that time and 


He was 
There 


Got gradually better; thinks he went out 
Cough 


had no expectoration. 
too soon and got cold, as he began to cough a great deal. 
was worse at night and expectoration profuse. He also had slight 
fever, but never at any time hemoptysis. Sweating, which came on 
early and continued until about two months ago. 
seven weeks he was very short of breath, and was much worse if he 
attempted to lie on the left side. Ever since he has had to lie on 
the right side or cough troubles him. : 

He came to the dispensary last spring, and it was then noticed 
that the right side was more prominent than the left; the inter- 
costal spaces were filled and motion was less on the right side. The 
note at the right apex was higher in pitch, and there was flatness 
from the fourth rib in front to the angle of the scapula behind. 
There was a feeble, distant breath-note and absence of tactile fre- 
mitus. The needle was inserted in the eighth interspace, but no 
fluid obtained. The patient was told to return soon with a sample 
of his expectoration, but he came in only two days ago. He has 
been coughing ever since and lately has very profuse expectoration, 
sometimes half a cupful at once. 

Present physical condition. Right side looks fuller than the left, 
but in contrast to the other side there is flattening a little below the 
clavicle. The interspaces are scarcely so prominent on the right 
side as on the left. On deep inspiration the respiratory movements 
are more marked on the left than on the right side. From behind, 
the right side looks distinctly flatter and smaller than the left; it is, 
however, very little smaller than the left by actual measurement— 
right side, 164; left, 16% inches; expansion, right side, } inch; 
left side, inch. On percussion, dulness is reached between the 
third and fourth ribs and is distinctly movable. In the recumbent 
position there is modified resonance as low as the fifth rib—a 
difference of nearly 2 inches in the limit of the percussion note. 
There is defective resonance on the right side behind, passing 
into absolute flatness in infrascapular region, ‘Tactile fremitus is 
slightly increased above, defective below, but not entirely absent. 
Auscultation in the mammary region and extending into the axil- 
lary, marked metallic signs and amphoric breathing. On coughing, 
loud metallic rales. On tapping with a coin behind and listening in 
front, the characteristic change in the note is heard, indicating an 
air cavity—the so-called ‘‘coin sound.” On shaking him the 
splashing of fluid is sometimes heard in his chest. The amphoric 
sounds behind are noticed slightly above, and only on deepest respir- 
ation below. 

The case is notable because of its origin and duration. It was 
probably an empyema following pneumonia, and then the common 
sequence of perforation into the lung, with the production of a 
pneumothorax. The sequence is common, but it is not so common 
to have a pneumothorax as it is to have the perforation of the pus 
into the lungs and the recovery of the patient by spitting up of the 
empyema without the production of pneumothorax. Traube called 
attention to the fact. that the pleura might become eroded and the 
pus soak through into the bronchi and escape gradually without 
the formation of pneumothorax. 

This mode of recovery I have frequently seen, and it is usually 
very satisfactory. 


During the first 
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Operative procedure is justified in this case, and he has come into 
the Hospital for this purpose. 


Exhibition of a Case of Gastrotomy for Peach-Stone in the 
sophagus.— Dr. Finney. (See p. 117, October-November 
BULLETIN.) 


Exhibition of Cases.— Tinea Versicolor—Bromidrosis.—Dr. 
Lorp. 

Case 1.—My first case is a well-marked case of tinea versicolor. 
The eruption is in the usual places, on the chest and back, and 
consists of discrete and confluent yellowish-brown patches. The 
disease is due to a vegetable parasite which is one of the mest 
superficial of all the parasites inhabiting the upper layers of the 
It is particularly met with in phthisical subjects, and is 
sometimes contracted from damp bathing-dresses. The disease is 
only interesting from the fact that it is often mistaken for the 


epidermis. 


macular syphilide. Syphilis occurs on the body, hands and face, 
while this disease is usually confined to the chest and never occurs 
on exposed surfaces. It can be distinguished from all other para- 
sites nnder the microscope by the fact that the spores are grouped. 
The color varies from yellowish to brownish or even black: It is 
darker in the tropical countries. 

Case 2.—A boy of 16, with excessive and fetid perspiration from 
his feet. He washes his feet three or four times a day, yet 
perspires freely. He has had it forsome timeand the skin is more 
or less sodden and looks much like the skin on the hands of a 
washerwoman. 

The treatment is dusting powders locally and tonics internally. 


A Case of Aortic Aneurism, associated with Pulmonary Tu- 
berculosis and Pyo-Pneumothorax.—-Dr. Hewerson. 


J. J., colored, aged 50, a waiter, was admitted to the Hospital, 
service of Dr. Osler, on Sept. Sth, complaining of great weakness, 
shortness of breath and cough. 

The family history showed a strong hereditary predisposition to 
tuberculosis, his mother and three brothers having died of phthisis. 
The personal history previous to present illness had been good, with 
the exception of the usual diseases of childhood, and malarial fever. 
He denied excesses in alcohol, but admitted having had syphilis 
tive years before. 

The present illness began with a cough about a year before 
admission; this had been continuous, and latterly expectoration 
had been profuse, purulent, nummular and often streaked with 
blood. Loss of weight and strength had been progressive, and there 
had been increasing shortness of breath. The appetite, however, 
had continued good and there had been no diarrhea. ‘‘Creeping 
chills,” fever and sweating had been occasionally present, but were 
not marked symptoms. Hoarseness had been frequently noticed. 

On examination the patient appeared much emaciated, the mucous 
membranes pale, the pulse was rapid and feeble, and the respira- 
tions were hurried and shallow. The thorax was asymmetrical, the 
left side being fuller than the right and the intercostal spaces less 
marked. The right side, however, expanded distinctly more than 
the left. The apex beat was not visible, but in the Ist right inter- 
costal space was a well-marked area of pulsation about 4 em. in 
diameter. This pulsation was less marked during deep inspiration 
—though not entirely obliterated—but much more pronounced after 
forcible expiration. On palpation over this area the shock of the 
Ist and 2d sounds could be well felt, particularly the latter, but no 
thrill could be made out. On auscultation both sounds were well 
heard, the 2d being accentuated, and while the breath was held a 
soft systolic murmur became audible. An area of relative dulness, 
about 7 cm. in diameter, could be made out surrounding the pul- 
sating area. 

Percussion showed impaired resonance at right apex, extending 
as low as the 3d rib, and cracked-pot in the 2d space. On the left 


side the note was fuller, slightly tympanitic in quality; the lung 
resonance reaching as low as the 8th rib in the anterior axillary 


line. A slight movable dulness could be made out in the lower left 
axilla. Behind, the note was slightly high-pitched on both sides, 


dulness being, however, more pronounced from the spine of the 
scapula to the base on the left side. Tactile fremitus was increased 
over the whole right side and left back, diminished over the left 
front and axilla. 

On auscultation the breathing at the right apex wag harsh, and 
inspiration was accompanied by a shower of fine crackling rales. 
In the infraclavicular space the breathing was cavernous, and 
inspiration was accompanied by crackling and bubbling rales, 
which were more numerous on coughing. Over the entire right 
lung the breath sounds were harsh, fine crackling rales accompany- 
ing deep inspiration ; these latter most numerous at the right base, 
where some seemed quite close to the ear. At the left apex the 
respiratory sounds were more feeble, but over the whole left front 
and axilla had a distinct though distant amphoric quality. On 
deep inspiration numerous riles were heard which had a marked 
metallic ring, this character being more pronounced on coughing. 
Behind, at the left apex the breath sounds were somewhat feeble as 
far down as the spine of the scapula, where they became tubular 
and continued so to the base, extending as far out as the posterior 
axillary line, there assuming the amphoric quality. Numerous fine 
crackling rales accompanied inspiration throughout the entire back. 
Vocal fremitus was exaggerated over the entire right side and left 
back, particularly from the spine of the scapula to the base on the 
left side. Whispering voice was well heard over the right infra- 
clavicular fossa. The coin sound could be elicited over the left 
front and axilla. Hippocratic succussion was not obtained. 

Cardiac dulness was entirely absent on the left side, but a slight 
dulness could be made out on the right, continuous with the dulness 
surrounding the pulsating area and extending out to a point mid- 
way between the sternum and the right nipple. Over this area the 
heart sounds were much more distinctly heard than over the left 
side, where they were very distant, though clear; the 2d at the 
The pulse beats at the two wrists were syn- 
Arterial tension was not increased, 
Tracheal tugging was not 


base accentuated. 
chronous and equal in volume. 
the arteries not especially thickened. 
obtained. 

The abdomen was flat, natural looking, generally tympanitic, and 
nowhere tender. 

The sputum, greenish yellow, contained tubercle bacilli in mod- 
erate numbers. 

Urine, high colored, specific gravity ranging between 1.020-1.025 ; 
a trace of albumen, few granular casts; Ehrlich’s diazo-reaction 
well marked. 

The diagnosis of pulmonary tuberculosis associated with a local- 
ized left-sided pyo-pneumothorax was easily made from the signs 
present, but to definitely decide upon the cause of the pulsation in 
the 1st right space was much more difficult. The punctate character 
of the impulse, the shock of the 2d sound felt and heard over the 
area, the systolic briit, together with a history of syphilis, strongly 
suggested aneurism either of the arch of the aorta or of the innomi- 
nate artery, but the presence of a cavity at the right apex with 
retraction of the lung substance, as was evidenced by the physical 
signs, made it possible that the pulsation might be that of the 
uncovered innominate, cases having been reported where a large 
visible area of pulsation in this region was due to that cause. The 
view that the latter condition obtained was supported by the very 
evident dislocation of the heart to the right owing to the pneumo- 
thorax. The pulsation seemed to be too forcible to be caused by 
the right auricle. 

The patient gradually sank and died on Sept. 29th, three weeks 
after entrance; the temperature having varied from 97°-100° in the 
morning, from 101°-104° in the evening. 

Autopsy by Dr. Flexner. (Notes from the records of the Patholo- 
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gical Laboratory.) Before the opening of the thorax a dissection was 
made exposing the Ist right interspace close to the sternum corres- 
ponding to the pulsating area. Costal pleura was found adherent to 
pulmonary, both layers infiltrated ; margin of lung exactly 3.5 cm. 
from edge of sternum ; intercostal artery and vein passed over site 
of pulsation. There was exposed in the sternal half of this space, 
after removal of artery vein and connective tissue, an artery which, 
on being further exposed by removal of Ist rib and clavicle, formed 
a prominent aneurismal-like tumor 4$x34 cm., the longest diameter 
being transverse. The pericardium extended above to lower margin 
of 1st rib, and on opening it the appendix of the right auricle was 
seen extending to the right fully 7 cm. beyond the sternal margin. 
The tumor mass proved to be an aneurism of the aortic arch, situated 
just below the origin of the innominate. It looked about the size 
of a small orange, and bad a firmer nodular projection just below 
Ist rib. 

After removal of sternum with costal cartilages, the heart was 
found pushed over to the right, its axis, however, having the normal 
relation to the axis of the body, as the apex lay behind the sternum. 
Valves and heart measurements normal, with the exception of a 
slight dilatation of the aorta, which measured 7.5 cm. just above 
the valve. This artery for a distance of 15 cm. was removed with 
the heart, the whole weighing 450 grms. The aneurism began at a 
distance of 10 em. from root of aorta, and continued until within 2 
cm. of the root of the innominate. The sac had thickened walls, 
owing to deposit of laminated fibrin which could be readily peeled 
off. At beginning of aneurism was a small erosion 5 mm. in diam- 
eter penetrating into the muscular coat, covered by fresh thrombus. 
A second aneurism of the aorta, 3 cm. in diameter, came off behind 
the left subclavian, being above the artery and running toward the 
descending part of the arch. This aneurism contained fresh clots 
and laminated fibrin. The aorta itself was the seat of moderate 
nodular endarteritis, with considerable fatty degeneration but no 
calcification. 

An escape of air occurred on opening the left pleural cavity, 
which contained 50 cc. of thick yellow flaky pus. Both layers of 
pleura thickened and covered with fibrinous exudate. A small 
opening about 2 mm. in diameter was found about the middle of 
the anterior surface of the lung, connecting the pleural cavity with 
a cavity in the lung substance. Other small cavities were found 
and a general peribronchial conglomerate caseous tuberculosis 
existed. There was extensive smooth gray consolidation at base, 
where the lung was bound down firmly by adhesions to parietal 
pleura and diaphragm. 

The entire right lung was bound down by adhesions. In the 
upper lobe several cavities were found, the largest being 5 cm. in 
diameter, and numerous bands of connective tissue traversed the 
lung substance. Areas of peribronchial tuberculous caseation fre- 
quent throughout entire lung. The remaining organs presented 
nothing of importance; intestinal tract normal; liver normal; 
capsule of spleen slightly wrinkled ; very slight cloudy swelling in 
kidneys; atrophic patches in testicles. This latter was of interest 
in connection with the history of syphilis, and the malarial history 
probably accounted for the wrinkling of the spleen capsule. 

The case is reported more especially as belonging to that class 
in which it is almost impossible to come to a decision intra vitam 
as to the nature of a pulsating tumor in the upper thoracic region 
where there is great retraction of the lung. 


Dr. OsLer :—I saw the case in the dispensary with Dr. Hewetson 
when his diagnosis was perfectly definite as one of aneurism. I 
have been so frequently “‘caught,”’ as the saying is, in these cases 
of phthisis with dislocation of the heart and areas of abnormal 
pulsation sometimes to the left and sometimes to the right of the 
sternum, that, I am sorry to say, I rather scouted the notion that 
this was an aneurismal tumor. I was inclined to think it an 
instance of abnormal pulsation due to retraction of the lung and 


exposure of a considerable area either of the innominate artery or ~ 


a portion of the right auricle, and when the man went down to 
section it was pretty definitely concluded in my mind that it was 
not a case of aneurism. The case illustrates the facility with which 
the mind falls into the rut of experiences—true or false. 


Sarcoma of the Peri-Pancreatic Lymph-Glands with Miliary 
Sarcomatosis of the Peritoneum, ete.—Dr. Flexner. 


The individual from whom the specimens to be exhibited were 
obtained was a negro woman, probably between forty-five and fifty 
years of age, who was admitted into the gynecological service of the 
Hospital. The history of her illness was unsatisfactory, but she 
stated that two years previously she noticed that her abdomen was 
enlarged, the swelling increasing progressively. She was on admis- 
sion pale and anemic, and her chief symptom then was dyspnea, 
which at times became so severe that she was unable to lie down. 
On examination the abdomen was found greatly distended, the 
umbilicus was everted and was represented by a hernia two inches 
in diameter. Palpation revealed a large tumor mass occupying the 
pelvis and extending almost to the umbilicus. In addition to this 
mass another was felt in the left hypochondriac region which in 
consistence was hard and in contour irregular. The margin of the 
liver was felt below the free edge of the ribs. 

The autopsy was made soon after death. There was edema of 
both lower extremities; the left leg being more cedematous than 
the right. Abdomen greatly distended. Body much emaciated. 
In the peritoneal cavity were several hundred cubic centimeters of 
clear yellow serum. A large tumor mass occupied the whole of the 
pelvic cavity, reaching above to the lower border of the umbilicus. 
It was nodulated and hard and exhibited on its upper surface a 
sulcus corresponding to the middle line of the body. The free peri- 
toneal surface of the mass was covered with nodules varying in 
size from a poppy seed to a pea, becoming still larger where con- 
fluent. The peritoneum, both parietal and visceral layer, but espe- 
cially the former, contained everywhere similar nodules. The 
dependent parts of the peritoneal cavity, especially the cul-de-sac, 
was covered with them. On the mesentery, which was shortened 
and thickened, there were additional nodules. While they occurred 
on both sides, the upper surface contained more than the lower, and 
while the intestine end of the mesentery was more or less covered, 
the vertebral attached side contained few nodules, and an interven- 
ing space of 5 cm. was quite free from them. The great omentum 
was thickened, distorted and converted into an irregular mass coy- 
ered with similar nodules to those in the mesentery and else- 
where in the peritoneum. These nodules were quite homogeneous, 
the younger ones more translucent than the older; none actually 
opaque, and they were usually gray in color. In the left hypo- 
chondriac region another tumor mass was situated. It was approx- 
imately globular in shape, weighed 2800 grams, and occupied a 
position to the left of and behind the stomach and immediately 
above the pancreas, projecting to the left and impinging upon 
the left kidney. Moderately firm adhesions bound this tumor 
with the surrounding viscera. A second tumor mass weighing 1200 
grams was situated above and behind this one and was closely 
adherent by its upper surface to the lower border of the spleen, 
and in other parts to the adjacent tissues. 

The pelvic tumor.—This was observed to be continuous with the 
uterus. The tumor was unsymmetrically developed, being more 
prominent on the left side, compressing the iliac vein on this side. 
The tumor mass represents the uterus greatly enlarged and con- 
taining numerous myomata, submucous, interstitial and subperi- 
toneal in location. A myomatous nodule 4x2 cm. in size was also 
present in the posterior wall of the vagina, imbedded in loose tissue 
beneath the mucous membrane. The right tube and ovary pre- 
sented a normal appearance, while the left tube was greatly length- 
ened and the left ovary drawn out and flattened, its dimensions 
being 8x2.5x1 cm. 

The peri-pancreatic tumors.—These were encased in a capsule 
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compose:l of moderately thin connective tissue which could not be 
stripped away without taking particles of tumor substance along. 
The surface was irregular and nodulated, and on section the cut 
surface was uniformly gray and translucent except where large 
opaque areas of coagulation necrosis occurred and hemorrhages had 
taken place. Large dilated veins ran over the surface of the 
tumors. 

The intestines.—The nodules on the peritoneal surface have been 
mentioned. They were usually small and could easily be felt 
through the mucous membrane. On section many of these were 
seen to penetrate the peritoneal coat and to have entered the mus- 
cular coat. At the place of the mesenteric attachment, here and 
there, especially in the ileum, the small nodules had run together 
and passing through the peritoneal and muscular coats entered the 
submucous coat, the mucous membrane over them still being mov- 
able and free from ulceration. A large part of the circumference of 
the gut was involved in the tumor growth in such places, and the 
projection of the tumor into the intestine somewhat narrowed the 
lumen. 

The liver.—The weight of this organ was 2250 grams; its dimen- 
sions 26x2lxll em. The liver everywhere was firm and covered 
with nodules. These varied in size and were either discrete or 
confluent. On the surface they were elevated above the plane of 
liver substance,snd the nodules presented a central depression or 
cavity lighter in color than the periphery. The left lobe was more 
generally taken up by nodules than the right. On section the 
nodules were elevated above the cut surface, apparently sharply 
demarcated from liver substance, although they could not be shelled 
out without bringing liver substancealong. The medium-sized and 
larger ones showed a central zone of coagulation necrosis surrounded 
by a distinct zone of hyperemia or hemorrhage. The gastro- 
hepatic lymph-glands were swollen, united together and infiltrated 
with tumor material. The upper surface of the liver was adherent 
to the lower surface of the diaphragm, which was covered with 
tumor nodules. 

The pleure and lungs.—The diaphragmatic pleura contained 
discrete tumor nodules. The pulmonic pleurse were free from 
adhesions. Along the anterior edge of left lung a number of 
elongated nodules were observed situated in the pleura. Dissem- 
inated over the pleural surface of both lungs were similar nodules, 
which were, however, circular in form, about the size, as a rule, of 
asplit pea. They were situated both superficially and in the deeper 
parts of the parenchyma, but were more numerous on the surface 
in and just beneath the pleura. On section these nodules were 
resolved into gray and translucent tumor masses sharply marked off 
from the surrounding lung parenchyma and free from degeneration. 

Microscopical character of the tumors.—The tumors of the uterus 
were myomata. The peri-pancreatic tumors were found to be spindle- 
celled sarcomata. They were composed principally of rather large 
spindle cells having vesicular nuclei, and a small amount only of 
homogeneous intercellular substance. The peritoneal, liver and 
lung metas'ases unquestionably were spindle-celled sarcomata ; but 
in their histological structure they differed somewhat from the 
primary tumors. The cells composing them were more irregular in 
form and size, showed, especially in the liver, a tendency to branch, 
and the intercellular substance was increased in amount, and pre- 
sented a faintly fibrillated appearance. The liver metastases showed 
the greatest divergence from the primary tumors, the lung metastases 
the least. In the liver and lung the metastatic nodules were strik- 
ingly circumscribed. Those in the former seemed to extend equally 
in all directions, and did not send processes to any extent among 
the healthy liver tissue. Emboli of tumor cells were observed in 
branches of the portal vein. The tumor nodules in the lung were 
surrounded by a zone of hemorrhage into the adjacent parenchyma, 
and the extension of the tumor was along the alveolar walls. 

The course of the metastasis.—This can be readily followed in this 
instance. Admitting the large masses around the pancreas to be the 
primary tumors, the peritoneum became directly infected by implan- 


tation of tumor cells which had fallen into the cavity; the gastro- 
hepatic glands were affected by direct extension through the lym- 
phatics, the liver partly by this mode and partly by the portal 
circulation ; the diaphragmatic peritoneum by extension from the 
liver, the diaphragmatic pleura by continuous growth through the 
diaphragm, thence, in part at least, the pulmonic pleure, while the 
lung metastases doubtless were derived from the lymphatics com- 
municating with the pleura, as well as from tumor emboli which 
reached the right heart through the portal vein. 

[Nore.—The accompanying photograph, kindly made by Dr. 
Cullen, exhibits a number of the interesting features of the case. 
The pelvis is seen to be filled with the enlarged, myomatous 
uterus. All the small intestines are forced into the right hypo- 
gastric region. The thickened and curled-up omentum covered 
with tumor nodules is to the left of the intestines, and the liver is 
well shown with metastases on the surface. Finally, the miliary 
and larger sarcoma nodulesare seen every where over the peritoneum, 
and especially well on the parietal layer of the right side.] 


Specimen of Otomycosis Aspergillus.—Dr. Wetcu. 

Dr. Welch presented a specimen of otomycosis aspergillina. He 
said that this condition is well known to aurists. In the present 
case, as in all others of this condition hitherto reported, the fungus 
had grown upon a previously diseased surface. There had existed 
for several months a slight dermatitis of the external auditory 
passage characterized by scaling of epithelium and increase of mois- 
ture,—a sort of eczema. A small exostosis was present. There had 
been at times considerable pruritus. Dr. Theobald by syringing 
out the ear removed a grayish-white membranous mass, studded on 
its free surface with little black specks. This mass was about 1 em. 
in,length and breadth and 1 to2 mm. in thickness. From these 
black spots Dr. Theobald made with the naked eye the diagnosis of 
aspergillus niger. I have mounted the specimen in balsam and 
you can see that the membrane is composed in part of epidermal 
scales with some cerumen, but in larger part of mycelium with the 
characteristic fruit-bearers and spores of the aspergillus niger. 
The sac has been washed out three or four times with sublimate 
solution (1:8000) and there has been no return of the fungus growth 
for a month. 


Meeting of November 7%, 1892. 


Dr. Hurp in the chair. Number of members present, 48. 


Successful Suture of Severed Finger-tips after seven hours.— 
Dr. FINNEY. 

The case I present to-night is one of some interest. The history 
is as follows: On January 2, 1890, nearly three years ago, this man 
came into the Hospital about half-past twelve o’clock P. M. He 
was a machinist by trade and worked in a tin-shop. He went on 
duty that morning, he says, at five o’clock, and shortly afterward, 
while handling machinery, something dropped, and in stooping 
down to pick it up the fingers of his left hand accidentally slipped 
beneath the knife of a machine used for cutting blocks of tin. The 
ends of the ring and middle fingers were cut cleanly off. The 
middle finger was cut off just below the last joint directly through 
the last phalanx. The ring finger was cut off just at the root of the 
nail. I asked him, as a matter of curiosity, where the fingers were ; 
he said he had picked them up, wrapped them in a piece of news- 
paper and put them in his pocket. At my request he produced 
them. I thought it hardly worth while to attempt tosave them, but 
still made the attempt. I placed the ends of the fingers in a basin of 
warm water with no antiseptic whatever. The fingers were@oaked 
for a while in about a 1-2000 hot bichloride solution. Then having 
freshened the edges of both the portions of finger which had been 
cut off, and the fingers themselves, I proceeded very carefully to 
adjust the two ends and replace them. This consumed over half 
an hour before they were replaced and the dressing applied, mak- 
ing in all seven hours. I put in four sutures in each case through 


. 
122 
| 
| 
| 
| 
4 
| 


OcTOBER-NOVEMBER, 1892.] 


JOHNS HOPKINS HOSPITAL BULLETIN. 


123 


the skin, one on each side, one on the dorsal and one on the palmar 
surface. Then I took narrow strips of crepe lisse and brought them 
over the ends of the fingers on the back, front and sides. These 
were held in place by flexible collodion and kept the ends in per- 
fect apposition. Then the two fingers were bound together and 
placed on a palmar splint, and a large antiseptic dressing applied. 
He was told to report in a week. At the end of a week’s time he 
returned, and the fingers, to my surprise, looked remarkably well. 
He declared that sensation was present in the ends of the fingers, 
but this was very doubtful. I did not see him again thereatter, on 
account of absence from the city for several weeks, and Dr. Brock- 
way dressed him on his second return. He reported that at that time 
the wound had entirely healed by first intention. The man did 
not return. I endeavored to find him, but could not and he disap- 
peared entirely from view for nearly three years. The other day 
he came into the dispensary with his right hand injured. I recog- 
nized him at once and asked him why he had not returned as he 
promised. He replied that he had moved out of the city imme- 
diately after the accident and came back just a week ago. He is 
here to-night and you can see the result. He has perfect motion 
and perfect sensation, and there is only the slightest deformity in 
the ring finger to indicate the point of union. It is difficult to 
detect even the slightest scar in the middle finger. 

I avoided using any antiseptic solution in his case because 
bichloride of mercury and carbolic acid solutions make a thin layer 
of coagulation necrosis, which might prevent union. 


So-called Osseous Tumors of the Ovary.—Dr. WiLu1AMs. 


I take pleasure in presenting to you several tumors of the ovary 
which are of very rare occurrence. They have been sent to me 
from elsewhere with the diagnosis of osteomata of the ovary. They 
are not only of interest as pathological specimens, but also because 
in each case an incorrect diagnosis was made. 

The first was sent to me by Dr. Coe, of New York. An ovary had 
been removed for pain, and on cutting it open it was found to con- 
tain a very hard nodule, one centimeter in diameter. This nodule 
was of bony hardness, and when sawed across showed a bard rim, 
about two millimeters in diameter, of a yellow color, and inside of 
this was a reddish material. He wrote to me that he had sent it to 
one of the New York pathologists, who said that it was bone, with a 
central] narrow cavity. I decalcified a portion of the growth and 
to my great surprise found it was not bone, but a calcified corpus 
luteum. 

The second case is of much more decided interest because the 
changes in it are more palpable. I owe this specimen to the cour- 
tesy of Dr. Bloodgood, who got it from Dr. Copeland of Milwaukee. 
It was removed from a German woman about thirty years of age, 
who had had constant uterine hemorrhages. The right ovary was 
considerably enlarged and quite hard. It was found impossible to 
cut it with a knife. In its center was a mass of ivory like hardness 
which required to be cut by asaw. It was examined by a patholo- 
gist in Milwaukee, who said it was an osteoma of the ovary. This 
hard mass, about the size of a small orange, was surrounded by 
ovarian tissue, which has been removed and only the hard tumor 
is presented. It is quite elastic and rebounds like an ivory billiard 
ball. In the center of the left ovary was a similar nodule, only 
very much smaller, about a centimeter and a half in diameter. On 
section, both tumors were said by the pathologist in Milwaukee to 
be bone. When I cut them with the saw and noticed that they 
presented rather a mottled appearance, I ventured the @ priori pre- 
diction that they were simply calcified fibromata of the ovary. The 
tumors have the typical structure of fibromata, and here and there 
scattered through them are calcified areas. The tumors consist of 
interlacing bands of fibrous tissue, with here and there large 
patches of calcareous material. The calcareous material readily 


dissolves in dilute nitric acid, when the tissue is readily cut and 
the bands of fibrous tissue, with blood-vessels between them, dis- 


covered. I do not think that any case has ever been reported which 
so clearly illustrates the formation of such tumors. This is particu- 
larly the case on the right side, where the small tumor is found in 
the centerof the ovary. My third specimen, that of a calcified 
myoma, is due to the courtesy of Dr. Keirle. 

The whole subject of calcification is of great interest. We are not 
able to say why these particular fibromata and this corpus luteum 
should become calcified. Of course we must admit that in the 
fibromata there were areas of necrosis and that in these lime salts 
were deposited. Why lime salts were deposited in these cases, and 
are not deposited in other cases, we are not able toanswer. In 
many fibromata we find areas of degeneration, but in very few do 
we observe calcareous deposits. 

It was first shown by Saikowsky in 1866 that in animals dying of 
corrosive sublimate poison there were marked areas of calcification 
in the kidney. Some years ago an analogous case was described by 
Stadtfeld, in a woman who had died of intra-uterine bichloride 
injections. Since then a number of cases have been recorded in 
women. The first action of the corrosive sublimate is to cause 
necrosis of the epithelium of the kidney, particularly in the straight 
tubules. Then, in a certain number of cases, lime salts are 
deposited in the tubules. Not only corrosive sublimate poisoning, 
but poisoning by a number of other agents, gives rise to calcifica- 
tion ; as aloin, glycerine, and subnitrate of bismuth. 

A number of interesting theories have been advanced in this con- 
nection. The one advanced by Birch-Hirschfeld is as follows: He 
supposes that lime salts, phosphate of lime, etc., are not soluble in 
the ordinary tissue-juices of the body, but are soluble when an 
excess of carbon dioxide is present. So he supposes that when 
we have areas of necrosis, the tissue metabolism ceases and there 
is no further production of carbon dioxide when the lime salts are 
deposited in these areas. This may apply to a certain number of 
cases. In some cases of corrosive sublimate poisoning it is some- 
what different. For it is noticed that occasionally there are marked 
changes in the bone and marrow, when it is supposed that there is 
an excess of lime salts in the blood, due to more or less decom posi- 
tion of bone; and that the process of calcification is due to the lack 
of lactic acid in the necrotic areas. The lactic acid would hold the 
lime salts in solution, but, as the tissues die and no longer produce 
lactic acid, it is supposed that this leads to a deposit of the lime 
salts. 

What the cause is Iam unable to state, but I wish to bring these 
specimens before you as so-called bony tumors which are nothing 
but calcified tumors. I think that the statement of Klebs is well 
borne out, when he says that it is frequently stated that osteomata 
and enchrondromata of the ovary occur, but he confesses that he is 
sceptical on the subject and will not believe it until somebody is 
able to bring forth good histological preparations in support of 
the statement. I agree with Klebs in stating that if they do occur, 
they must be very rare. 

[A full report will appear later in the Johns Hopkins Lospital 
Reports.) 


EXTRA-UTERINE PREGNANCY. 
Letrer FROM Dr. WILLIAMS. 


To tne Epitor or THE BULLETIN OF THE JonNs Hopkins Hospitau. 

Sir: I am engaged in the study of extra-uterine pregnancy from 
an anatomic standpoint, and desire to obtain as much material as 
possible upon which to base my work. Through your courtesy, I 
therefore appeal to those who come in contact with this class of 
cases to aid me by sending me any specimens with which they 
may meet. 

The specimens should be handled as little as possible, and as 
soon as possible after the operation should be placed in jars con- 
taining cotton and covered by more than their bulk of ninety-five 
per cent. alcohol or Miiller’s fluid, and forwarded to me. They 
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should also be accompanied by a brief outline of the history of the 
case and the measurements of the fresh specimen. 

To any one aiding me in this way I will be glad to send a report 
on the specimen, and in my article shall of course make due men- 
tion of those who have kindly assisted me in my researches. 

Respectfully, J. WairripGe WILLIAMS. 

PATHOLOGICAL LABORATORY, 

Jouns Hopkins Hosprtat, BALTIMORE. 


NOTES ON NEW BOOKS. 


Epidemics, Plagues, and Fevers; their Causes and Prevention. By 
the Hon. Rotto (London: Edward Stanford, 1892.) 
pp. xii, 508. 


Mr. Russell, realizin that the employment of hygienic measures, 
proven experimentally to be valuable, can never meet with general 
adoption until they become widely known and understood by the 
people at large, has undertaken in the book before us to give ‘‘an 
epitome of existing knowledge concerning the nature and preven- 
tion of maladies commonly spoken of as preventable, and now 
chiefly under the legal control of local representative bodies.’’ He 
attempts, therefore, to present in popular form the principles of 
practical hygiene for the use of members of local sanitary commit- 
tees, school managers and employers of labor. 

It has always been a matter of regret, especially among medical 
men, that, despite the many good results obtained by education- 
alists in the improvement of national systems of instruction, there 
has been so little attention paid to the inculeation of principles 
bearing upon physical culture. As the writer of this book says: 
“An educated voter may know enough to condemn the political 
rule of old Mesopotamia, or the follies of the Dark Ages, but he 
may nevertheless vote for a Town Councillor who builds pestiferous 
dens where fever always lodges, and who cares nothing for the 
powers we possess for the security of the people.” 

In the first thirty-one pages the nature of some of the more 
common spreading diseases in plants and animals is briefly treated 
of. The statements here concerning plant pathology, contrary to 
what we usually find in books intended for popular reading, are for 
the most part consonant with the views of modern botanists. In 
the note on Sheep-rot on page 20 Limnaeus, not Linnaeus, should be 
read, a misprint which no doubt will be corrected in another 
edition. The author then passes on to the infectious diseases which 
occur in human beings, taking them up apparently in alphabetical 
order, beginning with cholera and ending with yellow fever. The 
space devoted to typhoid fever, cholera, consumption, diphtheria, 
influenza and malaria is naturaily liberal, while diseases like 
dengue, acute rheumatism and dysentery are dwelt upon at less 
length. In speaking of cholera, as might have been expected, the 
English views with regard to quarantine protection are favored. 
The course and duration of the principal epidemics are given, and 
the disgusting conditions which permit the disease to remain 
endemic in a smal! area in India are described. 

The prophylactic measures to be observed in tuberculosis are 
carefully considered, and on page 87 a number of simple rules laid 
down which cannot be too often or too forcibly urged upon the 
public. Bollinger is quoted on page 107 as having calculated the 
number of bacilli given off from a tuberculous patient in 24 hours to 
be 20,000,000, That this estimate is far too low has been recently 


shown by the accurate counts of Nuttall, who in a study of a series 
of cases proved that two billions of bacilli in the 24 hours was not 
an unusual number, and in one case the sputum of one day con- 
tained the enormous number of 4,312,581,280 tubercle bacilli. 

The author favors the classification which places pulmonary 
tuberculosis among those infective disorders which must be 
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reported in every case to the medical health officer. ‘‘The local 
authority would then see to the hygienic condition of the dwelling 
where the case has occurred, and to the comfort and, if desired, the 
removal of the patient.” 

The chapter on diphtheria is much obscured by the quotation, 
from various sources, of views which have Jong ago been proven 
erroneous. Thus the anginas complicating scarlet fever and measles, 
now known to be almost invariably due to streptococci, are confused 
with true cases of diphtheria. It seems to us that it would have 
been better if quotations of this kind, to which the well-informed 
reader indeed could assign the proper value, had been omitted from 
a book intended mainly for those who are unable to decide as to 
which of the numerous views set forth agrees best with our present 
knowledge. 

Dysentery, on p. 168, is spoken of as a “‘ malarious disease”’; the 
amoebic form is not even mentioned. On p. 203 it is recommended 
that the blood in malaria be studied by rapid drying and fixation of 
the specimen by heat. Those who have examined the blood from 
many malarial cases will agree that by far the most satisfactery 
method of studying the plasmodia is by the microscopic examina- 
tion of the fresh blood-slide. This, although apparently a trivial 
point, will in practice be found to be of the greatest importance. 

The references made to the bacteriology of pneumonia are unfor- 
tunate. We are told that “possibly a not uncommon appearance of 
the disease may be due to inflammation through cold, ete., uncon- 
nected with specific infection.’? On page 244 the statement is made 
that ‘“‘the micrococcus pneumonie was discovered by Friedliinder,”’ 
without further comment, forgetting apparently that the organism 
described by Friedliinder, although at first called a micrococcus, is 
in reality a bacillus (pneumobacillus), and that it plays no part at 
all in the etiology of croupous pneumonia, a disease which in every 
case is dependent upon the encapsulated lancet-shaped micro- 
organism described by Sternberg, Frankel and Weichselbaum. 
These investigators are not spoken of at all in the article on pneu- 
monia, although Gamaleia’s researches on the streptococcus lanceo- 
latus are referred to. 

The following sentence (the italics are ours) is to be found on p. 
292: ‘Rabbits are protected against pneumonia by intravenous 
injection of a much diluted culture of diplococet of immune rabbits,” 
On page 322, in the chapter on typhoid, Dr. Schneider is cited as 
saying that ‘‘either the bacillus of Eberth, the bacterium of Cole, 
or an excessive abundance of the microbes of putrefaction have 
been found in the water which gave rise to typhoid outbreaks.” 
Can it be that the bacterium coli commune is here referred to? On 
p. 349 the etiology of yellow fever is spoken of and the disease 
definitely attributed to a streptococcus. While it is not necessary 
that a book of this kind should be complete in bacteriological 
detail, still the revision of the manuscript by some one familiar 
with the literature of the subject would have prevented many 
errors. 

The remainder of the book contains, under the head of Notes and 
Observations, a series of dissertations upon various subjects without 
much attempt at classification. Among these are included some 
remarks on Susceptibility, Bacterio-therapeutics, Saprophytic Pro- 
tection, House-construction, Hospitals, Quarantine, Pig-keeping, 
Disinfection, and the Origins of Epidemics. In the article on sus- 
ceptibility the different theories of immunity are briefly referred 
to, and copious extracts are made from the papers read at the 
Hygienic Congress held in London in 1891. 

Throughout the sources of information are nearly always a diction- 
ary of medicine, a text-book on bacteriology, or a Government 
Report, and but little use has been made of original articles. 

From what we have said it is obvious that no medical man need 
buy the book. We hope it may do good among the class for whom 
it is intended. L. F. B. 
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